given in a dosage of 50-150 mg. six-hourly" should be modified. As you know we are the originators and developers of this drug and we recommend 50 to 100 mg. four times a day. A more accurate dose, especially used in children and patients of less than average size, is calculated on a basis of 5 to 8 mg./ kg. (2.2 to 3.2 mg./lb.) of body weight/24 hours, not to exceed 400 mg./day.
Your statement that nitrofurantoin is a " urinary antiseptic " because it has " little systemic antibacterial effect " should also be clarified. We do not recommend Furadantin as a systemic antibacterial, but it does not necessarily follow that it should be classified as a urinary " antiseptic." The product is a specific urinary antibacterial. Although the whole issue is a matter of semantics it might be worth while trying to correct the confusion.
Since " antiseptics " are generally considered by most people to apply primarily to products for the home-such as gargles and certain cleaning preparations-the use of this term should be avoided for psychological reasons when referring to antibacterial drugs. In other words, the three terms " antibacterial," " antibiotic," and " antiseptic " refer primarily to the same thing-that is, antibacterial activity. The Brooks (21 September, p. 745) . During the past nine months we have been studying patients with symptoms of acute urinary tract infection. The difficulty of making a clinical diagnosis has been painfully obvious. Of 143 patients with symptoms, 60 had no pyuria (defined as more than 10 pus cells per cummm. of uncentrifuged urine) or bacteriuria (defined as more than 100,000 organisms per ml. of urine), 33 had pyuria only, 53 had bacteriuria and pyuria, and 7 had bacteriuria only. Our findings are, therefore, roughly comparable to those of Dr. Brooks.
We have treated patients randomly with sulphadimidine and nalidixic acid, and, although our results are not yet complete, examination of the urine fourteen days after completion of therapy suggests that with either drug three-quarters of the patients have lost their pyuria and bacteriuria. It is too early to know whether longer follow-up will detect a significant difference between the efficacy of the bacteriostatic sulphonamides and the bactericidal nalidixic acid. We have found a very low incidence of strains resistant to sulphonamides-only one of 41 strains of Esch. coli and none of 7 Proteus strains.
There Acute Epiglottitis SIR,-Dr. J. D. Andrew and others have rightly drawn attention to the problem of acute epiglottitis (31 August, p. 524). In this centre the care of these children has been primarily by laryngologists, and I should like to draw attention to some additional aspects of diagnosis and treatment which have been fully recorded by Fearon,' who in 1962 described 4,148 children with croup seen over a seven-year period at the Hospital for Sick Children, Toronto. Seventy-eight of these were diagnosed as acute epiglottitis. In 1967 alone 16 children were treated for this condition.
The child with epiglottitis is usually sitting up and slavering, severely distressed by dyspnoea. Once alerted, it is inadvisable to attempt to see the epiglottis without instruments at hand to restore the airway immediately. Depression of the tongue is liable to precipitate complete occlusion of the airway. Deterioration may be sudden, so a " waitand-see " policy is rarely justifiable. Immediate arrangements for bronchoscopy without an anaesthetic are advised. The supraglottic tissues are sometimes so oedematous and distorted that only a bronchoscope may be passed into the trachea. A light general anaesthetic may then be given and a formal tracheotomy performed. In Fearon's cases 69%°, required temporary tracheotomy, and no deaths occurred in his group with epiglottitis. Other authors have had similar experience.2 Suitable antibiotics and humidification of the inspired air are essential adjuncts ,to tracheotomy in treatment. Leukaemia and Reticuloses SIR,-In the past few years there have been several surveys into clustering in leukaemia, but evidence of support has not always been forthcoming.' Since 1942 the Danish Cancer Registry' has kept cases of lymphosarcoma and reticulosarcoma registered separately, suspecting that the aetiological factor may be of viral origin, and that following leukaemia in association with lymphosarcoma and reticulosarcoma is necessary, as the diseases are closely related. If cases of lymphosarcoma and acute leukaemia occur together a common aetiological agent might be suspected.
I recently did a survey of death certificates in the borough of Paddington (population 115,000) for the five-year period 1963-7. This revealed 1,224 deaths from cancer, of which 79 were due to leukaemia and reticuloses. In this group 20% of the deaths were under 45, and 6 were under 14 (4 died from acute leukaemia, one from Hodgkins, and one from lymphosarcoma). This latter figure represented the total overall cancer deaths in this age group. The sex distribution was about equal, but there was a greater incidence of cases among the professional, executive, and white collar workers.
An investigation was done to find out the number of pairs of deaths not only in the same street but also in the same or neighbouring blocks of flats. I compared the incidence of pairing among cases of leukaemiareticuloses, with stomach and colonic cancer as a control, and also cross-pairing between different groups-for example, stomach and leukaemia-reticuloses, stomach and colon. There were no overwhelming differences.
